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Internal iliac artery aneurysms (IIAs) are rare but can be the source of considerable morbidity when rupture occurs. IIAs
have traditionally been treated with direct surgical exclusion or ligation. More recently, the advent of endovascular
techniques have been adapted to treat isolated common and IIAs in lieu of elective surgical correction. This case report
describes an 81-year-old patient with multiple medical problems and a symptomatic IIA, initially diagnosed with
computed tomographic scan. Arteriography results showed extravasation of contrast from a left IIA. The aneurysm was
treated with endovascular exclusion, with multiple coils in the IIA followed by placement of a covered stent within the
common and external iliacs to exclude the orifice of the IIA. The patient tolerated the procedure well, and at 2 months
after the procedure, no endoleak was present on follow-up computed tomographic scan results. At 12 months
postprocedure, the patient has remained well. This case shows that endovascular therapies may offer a good treatment
option in symptomatic or ruptured IIA, particularly in a patient who is at poor operative risk. (J Vasc Surg 2002;35:
1274-6.)
Iliac artery aneurysms are rare and represent 2% to 7% of
aortoiliac aneurysms.1,2 These aneurysms are frequently
asymptomatic and are found during imaging examinations
for aortic aneurysms or other conditions or at time of
rupture. The mortality rate associated with surgery for
rupture of common iliac aneurysms has been reported as
33%, similar to that associated with surgery for ruptured
abdominal aortic aneurysm.2 Repair of isolated internal
iliac aneurysms (IIAs) can be particularly challenging be-
cause of the aneurysm’s location deep within the pelvis, the
difficulty in exposing the distal branches (particularly in the
face of rupture), adhesions in patient with prior laparoto-
mies, and the closely associated venous structures and
ureter.3
In the past decade, endovascular repair of abdominal
and thoracic aneurysms has become widespread. Endovas-
cular stenting of iliac aneurysms also has been reported with
some degree of success in an elective setting, although this
option for IIA has been fairly limited.4-7 In addition, one
report has documented an unsuccessful attempt at treat-
ment of a ruptured IIA with an endovascular graft.7 This
report describes the successful treatment of a ruptured IIA
with endovascular techniques, representing another option
for selected patients.
CASE REPORT
An 81-year-old retired physician was seen at an outlying
hospital with a 2-week history of decreasing frequency of bowel
movements and a 24-hour history of lower abdominal pain. The
patient had a significant medical history of chronic obstructive
airway disease necessitating home oxygen, coronary artery disease
with prior coronary artery bypass, chronic congestive heart failure,
prostate cancer, diverticulosis with prior left hemicolectomy, ab-
dominal aortic aneurysm repair with aortobiiliac reconstruction 5
years before admission, and polymyalgia for which the patient was
undergoing daily prednisone therapy.
The patient was admitted to the outlying hospital for hydra-
tion with diagnosis of possible diverticulitis. Vital signs were nor-
mal, and the patient had mild abdominal tenderness. During the
next several days, the patient continued to have intermittent pres-
sure in the pelvis associated with nausea and vomiting and urinary
retention developed. A computed tomographic (CT) scan
prompted transfer to our facility.
The CT scan results showed bilateral IIAs (Fig 1), which were
not present at the time of aneurysm repair 5 years earlier on the
basis of the operative notes and CT scan from that time. The left
IIA measured 5.8 cm and “stranding” of the surrounding tissues
was present, which was considered suspicious for expansion or
leaking. At our facility, the patient had a heart rate of 76 bpm, a
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blood pressure of 196/112 mm Hg, and only mild left lower
abdominal tenderness without peritoneal signs. No abdominal or
pelvic mass was palpable.
The patient was presented with three options: 1, no therapy, in
which case he would probably die in the near future of increased
bleeding from the ruptured iliac aneurysm; 2, surgical repair; or 3,
endovascular repair. The patient refused open surgical repair but
did wish to attempt the endovascular treatment.
Arteriography in the interventional ardiology suite then was
performed, which showed the left IIA with contrast outside of the
vessel, representing a contained rupture of the aneurysm (Fig 2).
Coil embolization into the left internal iliac artery aneurysm was
performed to limit outflow with eight 15-mm Gianturco coils
(Cook Inc, Bloomington, Ind). A 10-mm endovascular graft
(Wallgraft, Boston Scientific Corporation, Natick, Mass) was in-
serted percutaneously in the left common and external iliac arter-
ies, covering the ostia of the internal iliac artery (Fig 3). No
evidence of an endoleak was present. The patient did well after the
procedure, was discharged 3 days later, and has had gradual
resolution of the initial symptoms. A follow-up CT scan 2 months
after the repair showed no evidence of an endoleak (Fig 4), and at
12 months postprocedure, the patient has remained well.
DISCUSSION
Isolated iliac artery aneurysms are an unusual entity,
and isolated internal iliac artery aneurysms are an even
smaller subset.1,2 Most reports, given the small numbers of
IIA, combine data with common and external iliac aneu-
rysms.1-6 Thus, the actual risk of rupture for IIAs is difficult
to determine. In this case, the aneurysm measured 5.8 cm
and was clearly ruptured. Treatment options in this patient
were severely limited because of his extremely high opera-
tive risk and, ultimately, his refusal to consider open surgi-
cal repair. Endovascular treatment may have been the ideal
Fig 1. CT scan shows bilateral IIAs and “stranding” adjacent to
large (5.8-cm) left IIA. Straight arrows outline edge of left IIA.
Curved arrow indicates area of abnormal stranding along posterior
aspect of aneurysm.
Fig 2. Arteriogram shows left internal iliac artery aneurysm and
extravasation of contrast, representing “contained” leak (arrow).
Fig 3. Completion arteriogram shows multiple coils within inter-
nal iliac artery aneurysm and 10-mm endovascular graft (Wallgraft)
from common iliac artery to external iliac artery, excluding internal
iliac artery origin.
Fig 4. CT scan 2 months after procedure shows no apparent
evidence of endoleak but no significant change in size. Previously
seen “stranding” and tissue reaction has resolved.
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choice in this patient given his high operative risk, includ-
ing the use of steroids, hemodynamic stability in the face of
rupture (which likely happened days earlier at first hospital
visit), and a “hostile” abdomen.
Most reports of endovascular repair of iliac artery aneu-
rysms focus on elective treatment of common iliac artery
aneurysms.4-6 Sahgal and coworkers4 examined the results
of endovascular treatment of iliac aneurysms 1 to 6 years
after treatment. All cases were treated electively. They
describe coil embolization of the internal iliac artery fol-
lowed by placement of a stent graft in the common and
external iliac arteries, as in this case. These authors describe
35 iliac artery aneurysms in 31 patients, three of whom had
internal iliac artery aneurysms, although it is not stated
which were isolated IIAs. Although the overall results were
good and aneurysms decreased in size, one large IIA rup-
tured despite decreasing in size over 24 months. The
authors believed endotension through branches was re-
sponsible for the rupture, although an endoleak was never
shown. In our case, coils were placed in the aneurysm sac,
which was less than ideal. The preferred placement would
have included both the outflow branch vessels and, because
of the rupture, the aneurysm sac. In general, the goal in
treatment of IIAs should be to place coils in the outflow
branches of the internal iliac artery. In our case, the addi-
tion of the covered stent over the orifice of the internal iliac
artery may have been particularly helpful.
Melki et al7 reported 17 internal iliac artery aneurysms
treated with coil embolization, 16 of which were elective
procedures. These authors treated five IIAs in three pa-
tients with aortoiliac aneurysms, and 11 IIAs appeared after
aortoiliac bypass in 10 patients. All the elective cases were
successfully treated. The one failed case was an 80-year-old
man with cardiac dysfunction, renal insufficiency, hyperten-
sion, and a ruptured isolated IIA. The patient was seen with
hypotension, abdominal pain, and a 9-cm IIA with associ-
ated retroperitoneal hematoma. The authors embolized the
IIA with 18 coils but stopped the procedure because of the
high contrast load, even though they did not achieve a
complete occlusion. The patient’s condition was hemody-
namically stable, but he was not considered a surgical
candidate. The authors again attempted embolization 3
days later, but occlusion was again incomplete and he died
5 days later of multisystem organ failure. None of the
patients in this series had the additional placement of
covered stents.
Ohki and Veith8 have reported better results with the
endovascular treatment of 20 ruptured aortoiliac aneu-
rysms (14 aortic, six iliac). These authors used several
different endovascular grafts as the primary treatment
method. In some cases, this included a custom-made uni-
lateral aortoiliac graft combined with a contralateral com-
mon iliac occlusion device (with preservation of internal
iliac flow), ipsilateral coil embolization of the internal iliac
artery, and femoral-femoral bypass. Two deaths occurred in
the 20 patients treated with an endograft, showing the
potential of this treatment option. To our knowledge, no
case has been reported of a successful endovascular repair of
an isolated IIA. Our positive experience in this patient with
a stable condition at high risk suggests that this technique
may have potential in selected patients.
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